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Background: Echinococcosis is a zoonotic infection, affecting humans in a
characteristic geographic distribution. The disease most commonly involves the
liver and the lung and a soft tissue localization is very rare.
Methods: A case of a 68-year-old man, who presented with a cystic lesion on his
back, which was presumed to be a lipoma or a sebaceous cyst. Surgical excison of the
lesion was performed.
Results: Histopathology revealed a hydatid cyst and with further investigations, we
identified the nature of a previously undiagnosed opacity in the right lungfield.
Although the patient previously presented with symptoms of hydatid cyst rupture
(productive cough with haemoptysis), echinococcosis was not under consideration.
Conclusions: This unusual case serves to demonstrate that echinococcosis, though
rare, should be considered in the differential diagnosis of cystic lesions in every
anatomic location, especially when they occur in endemic areas. We overview the
diagnosis and treatment of this parasitic infection.
& 2005 Elsevier Ltd. All rights reserved.Elsevier Ltd. All rights reserv
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Echinococcosis is a complex of parasitic diseases. It
is caused by larval stages of four species of the
cestode genus Echinococcus, which are perpetu-
ated in life cycles, involving domestic and wild
carnivores as definitive hosts and a wide range ofed.
ARTICLE IN PRESS
Figure 1 Hydatid cyst wall composed of an outer thick
laminated layer (thick arrow) and an inner germinal layer
(thin arrow). The cyst is usually surrounded by a fibrous
reactive capsule (haematoxylin and eosin  200).
K.I. Papageorgiou et al.1192mammals (livestock animals, rodents, etc.) as
intermediate hosts.1
Human cystic echinococcosis, caused by Echino-
coccus granulosus, is a considerable public health
problem in many countries of the world. It has a
characteristic geographic distribution, with preva-
lence in the sheep and cattle raising areas of the
world,2,3 particularly the southern half of South
America, Australia, New Zealand, Middle East,
Central Europe, South Africa and certain areas in
USA. It is infrequently seen in developed countries
and most cases are imported from endemic areas.
Risk factors for contraction of the echinococcosis
infection include: dog ownership, livestock ranch-
ing, ingestion of uncooked viscera or contaminated
uncooked food from fields or gardens, rural dwell-
ing.4 Humans, are secondary hosts and infection
usually follows accidental ingestion of infective
eggs passed in the faeces of infected dogs. Dogs
become infected with E. granulosus when their
owners feed them with the cyst-laden viscera of
home-slaughtered sheep and yaks. There is no
racial or age predilection but in some endemic
countries, females are affected more than males
because their lifestyle habits and practices bring
them into contact with the parasite more fre-
quently.Case presentation
A 68-year-old white male presented with a pain-
less, longstanding subcutaneous mass on the back,
of 6 cm in diameter. Although considered to be a
lipoma or a sebaceous cyst, after excision under
local anaesthesia, macroscopic examination
showed a ruptured unilocular cystic lesion, with a
white non-traslucent capsule of 0.1 cm in thick-
ness. Histopathologic examination of the specimen,
showed a cystic wall composed of an outer thick,
laminated layer and an inner germinal layer,
surrounded by a fibrous reactive capsule (Fig. 1).
The features were consistent with a hydatid cyst
within the soft tissues of the back.
The patient had no known history of echinococ-
cosis. He was a retired military officer but he grew
up in the northwest of Greece, an area where the
disease was widely prevalent until the 1970s.
However, a year earlier he was investigated for
productive cough and haemoptysis. At that time,
laboratory tests showed eosinophilia (8.1%), which
was not taken into consideration, while chest X-ray
revealed an opacity in the middle lobe of the right
lung. CT scan of the thorax and abdomen, broncho-
scopy, transcutaneous aspiration and cytologicalexamination were performed. There was no evi-
dence of malignant features and the patient was
discharged with no further follow up.
Following the revelation of an echinococcus cyst
on the back, further investigation of the thoracic
lesion was mandatory, even though the patient was
asymptomatic. Serologic testing was positive for
anti-echinococcus antibodies, with a concentration
of 1/10000. A new CT scan of the thorax and
abdomen, re-detected the nodular opacity on the
lateral segment of the middle lobe of the right
lung, with a trace of calcification on its posterior
surface. There was no associated lymphadenopathy
or secondary lesions.
The patient underwent a partial lobectomy of
the middle lobe of the right lung and two regional
lymph nodes were also excised. Histopathological
examination was consistent with a ruptured hydatid
cyst, surrounded by areas of atelectasis. Examina-
tion of lymph nodes showed chronic reactive
lymphadenitis. The post-operative course was
uneventful. The patient was treated for 28 days
with albendazole (400mg twice a day), followed by
a further 28-days cycle. He is under periodic follow
up for eventual recurrence.Discussion
In humans, echinococcosis can be a serious disease,
with a reported mortality rate of 4%, especially due
to anaphylactic shock from cyst rupture.5 Hydatid
cysts are most commonly found on the right lobe of
the liver (75%) but may affect other organs: lungs
(2–5%), muscle (5%), brain (5%), spleen (2–5%),
kidneys (2%). Manifestation of the disease depends
on location and size of the hydatid cyst.6 The
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usually fertile and surrounded by reactive fibrosis
produced by the host.
The lungs can be involved, either as the primary
focus or through metastasis of parasitic emboli in
the venous circulation, originating from ruptured
cysts in neighbouring or distant organs. Pulmonary
hydatid cysts are often asymptomatic, and are
usually incidental findings on routine chest X-ray.
The commonest radiological finding is a dense,
round, well-demarcated opacity, which can resem-
ble a neoplasm. A small leak prior to rupture can
produce an ‘‘air halo’’ between the cyst wall and
the pericyst.7 In endemic areas, the ‘‘air halo’’ sign
is highly diagnostic. When symptomatic, patients
most commonly experience cough and pleuritic
chest pain, although compression can produce
dyspnoea and dysphagia. Intrabronchial rupture
can cause expectoration of clear salty fluid,
containing portions of membrane and pearly cysts,
as well as haemoptysis.
Investigations include sputum cytology after cyst
rupture, eosinophil count, immunoglobulin level,
chest X-ray, ultrasound and CT scan (which offers
valuable information on the cyst contents, size and
precise location). A major step forward in the
management of the disease came in 2001, when the
WHO International Working Group on Echinococco-
sis developed a standardized classification of
ultrasound images in cystic echinococcosis.8 The
typical appearance on imaging is a fluid-filled mass
with a well-defined outer wall and internal septa-
tions.
It is important to notice that serologic tests,
though important, cannot be used alone to defini-
tively establish or exclude a diagnosis of echino-
coccosis. The complement-fixation test is positive
in 70% of patients and may remain so for years after
the elimination of the infection. The indirect
haemagglutinin test is positive in 90% of cases.
The detection of circulating scolex antigen by
countercurrent immunoelectrophoresis (CIE) or
the enzyme-linked immunosorbent assay (ELISA)
appears to give reliable results with up to 84%
sensitivity.2 The detection of the circulating anti-
gen may be positive even when antibody tests are
negative. Enzyme-linked immunoelectrotransfer
blot (EITB), where available, should be the test of
choice, as it has greater than 95% sensitivity and
specificity.9
Control of the disease is achieved by preventing
the access of dogs to infected carcasses, treating
infected dogs with antihelmintics and controlling
illegal slaughtering. The feeding of livestock
entrails to dogs is a common starting point of the
tapeworm life cycle and should be avoided.Surgical excision of the cyst has long been
considered the only effective treatment and is still
the treatment of choice. However, removal of the
main cyst mass may not be effective, because a small
daughter cyst can be left behind.6 Today, chemother-
apy and percutaneous treatments have become
widely available. Several reports have shown that
the use of mebendazole often results in death and
shrinkage of the cyst, thereby avoiding the need for
surgical intervention.10 Albendazole, an absorbable
derivative of mebendazole, shows even greater
effectiveness, as it has a higher degree of penetration
into the cyst and is particularly indicated for the
reduction of the risk of recurrence.9–11 Usually,
patients receive these drugs in cycles of 4 weeks
separated by 1–2 weeks without therapy.
In our case, the soft tissue involvement was
probably due to dissemination from the undiag-
nosed primary lung focus, although the contrary
event cannot be excluded. The occurrence of
hydatidosis in soft tissues is very rare and its
epidemiology has not been well documented in the
literature. Surgeons, physicians and radiologists
should always consider hydatid disease in the
differential diagnosis of cystic lesions particularly
in endemic areas. Human hydatidosis still poses a
significant public health problem, especially in
countries with a migrant population from endemic
areas. The lack of specific prophylactic measures
and the latency of the disease, may hinder its
eradication from the human population.
The most important consideration is that pro-
phylaxis is more effective than treatment. Elimina-
tion of the disease can only be achieved by
breaking the cycle of the parasite through imple-
mentation of preventative measures. These should
consist of correct disposal of livestock, conducting
of a dog census, control of dog movement and
deworming campaigns. Continuous public educa-
tion on the issue is mandatory and must strive to
change risk behaviours, insisting on strict hygienic
practices being maintained.4References
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